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Abstract
Background: The Chief Medical Officer for England has developed the first guidance in England and some of the
first internationally on alcohol consumption by children. Using the most recent iteration of a large biennial survey
of schoolchildren we measure the extent to which young people’s drinking fell within the guidelines just prior to
their introduction and the characteristics of individuals whose drinking does not; how alcohol related harms relate
to compliance; and risk factors associated with behaving outside of the guidance.
Methods: A cross-sectional survey was conducted utilising a self-completed questionnaire with closed questions. A
total of 11,879 schoolchildren, aged 15-16 years, from secondary schools in North West England participated in the
study. Data were analysed using chi square and conditional logistic regression.
Results: Alcohol consumption is an established norm by age 15 years (81.3%). Acute alcohol related violence,
regretted sex and forgetfulness were experienced by significantly fewer children drinking within the guidance
(than outside of it). Over half of drinkers (54.7%) reported routinely drinking more heavily than guidance suggests
(here ≥5 drinks/session ≥1 month), or typically drinking unsupervised at home or at a friend’s home when parents
were absent (57.4%). Both behaviours were common across all deprivation strata. Children with greater expendable
incomes were less likely to consume within guidance and reported higher measures for unsupervised, frequent
and heavy drinking. Although drinking due to peer pressure was associated with some measures of unsupervised
drinking, those reporting that they drank out of boredom were more likely to report risk-related drinking
behaviours outside of the guidance.
Conclusions: Successful implementation of guidance on alcohol consumption for children could result in
substantial reductions in existing levels of alcohol related harms to young people. However, prolonged social
marketing, educational and parental interventions will be required to challenge established social norms in heavy
and unsupervised child drinking across all social strata. Policy measures to establish a minimum price for alcohol
and provide children with entertaining alternatives to alcohol should also increase compliance with guidance.
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Worldwide, alcohol misuse is estimated to be responsible
for 4.0% of the global burden of disease [1]. It has strong
associations with health, social and economic harms [2,3],
and young people are particularly vulnerable to such
harms [4]. In particular, adolescence is a time of rapid
brain maturation between childhood and adulthood result-
ing in structural and functional changes [5]. Heavy alcohol
consumption during adolescence has been associated with
the disruption of brain development [6-8]. Furthermore,
young people are more likely to be naive drinkers and less
able to cope with inebriation [9,10]; are likely to binge by
consuming large amounts in a small time [11]; and may
also consume alcohol in places that may leave them
exposed to other harms (e.g. covertly in parks [12]). In the
UK, it is illegal for a child to be given alcohol under the
age of five. At age 16, legislation permits alcohol consump-
tion in restaurants and some pubs as part of a table meal
and under adult supervision. The legal age of independent
drinking and alcohol purchase in public settings is 18 [13].
With high levels of youth alcohol misuse and associated
harms in the UK [14], along with no consensus on if,
when or how children should be introduced to alcohol,
the Chief Medical Officer (CMO) for England developed
national guidance on alcohol consumption by young peo-
p l eu n d e rt h ea g eo fl e g a lp u r c h a s e[ 4 ] .R e l a t i v e l yf e w
other countries have taken such a step with many leaving
levels entirely up to parental discretion and others identi-
fying an age below which any alcohol consumption is ille-
gal regardless of location or supervision (e.g. Japan) [15].
On the occasions where countries have provided guidance
on alcohol consumption it can range from simple state-
ments on age of consumption (e.g. Republic of Ireland
[16]), through advice to prolong abstinence in those who
have not begun drinking (e.g. the Netherlands [17]) to
more detailed guidance on age and levels of consumption
(e.g. Australia [18]).
With little established and evaluated practice else-
where, the English guidance was developed largely from a
systematic review of literature on alcohol consumption
and related harms and expert opinion, followed by a wide
public consultation on how best to communicate the
CMO guidance in order to help people make informed
and sensible decisions (29
th January to 23
rd April, 2009)
[4]. The final guidance on consumption included: that an
alcohol free childhood is the best option; that onset of
drinking should be delayed as long as possible and at
least until 15 years old; and that if 15-17 year olds do
drink, that they should do so only under the supervision
or guidance of a parent or carer, should not drink more
than once a week, and should never exceed the recom-
mended maximum daily units for adults (females: 2-3
units; males: 3-4 units; one unit = 8 g pure alcohol). The
guidance also stressed that on days when they drink con-
sumption should usually be below such levels. The final
guidance was released on 17th December 2009. As advi-
sory guidance this required no legislative changes to
English law but aimed to establish a professional and evi-
dence based position on underage alcohol consumption
that empowers parents in discussions with children [4].
Moreover, while not legally enforceable such guidance
for parents, professionals and young people could contri-
bute to and help re-enforce strategies to reduce alcohol
misuse by young people. However, its effectiveness and
consequent utility requires an understanding of how
much the guidance differs from established drinking pat-
terns (i.e. social norms) and the potential harms avoided
by changing the consumption of aberrant individuals.
The North West region of England experiences
disproportionately high levels of alcohol misuse and
related harms [19]. Consequently, here we use a large
established biennial survey conducted just prior to imple-
mentation of the guidance to examine the extent to which
young people’s drinking already fell within the guidelines,
the characteristics of those individuals whose drinking
does not, and how alcohol related harms relate to compli-
ance. From a range of potential risk and protective factors,
we examine which are most strongly associated with
behaving outside of the guidance and how such associa-
tions may inform public health interventions.
Methods
An anonymous cross-sectional self-completed school
survey was conducted in 2009 to investigate drinking
patterns among young people resident in the region.
The survey is biennial (from 2005) with this iteration
being delivered between March and April 2009 in 21 of
22 North West Trading Standards (local authority)
areas. In England local authorities are sub-regional
administrative areas governed by a locally elected coun-
cil. The questionnaire consists of closed, self-completed
questions which addressed young people’s current
drinking behaviour. Questions included: demographics
(age, sex and postcode of residence); usual frequency of
alcohol consumption and bingeing (here, heavy drinking
- drinking five or more drinks in one session [14]); types
of alcohol products consumed in a typical week (e.g.
cans of beer, bottles of wine) and how individuals access
alcohol (e.g. buy themselves, parents provide knowingly,
take from parents without consent, etc). Individuals
were also asked to identify where they mostly drink
alcohol (at home, outside in parks, streets and around
shops, etc) including whether their parents are present
when they are drinking. To measure the impact of con-
sumption, respondents identified whether they: had ever
b e e nv i o l e n to ri naf i g h tw h i l s td r u n k ;h a dr e g r e t t e d
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to forget things when they had been drinking alcohol.
Individuals also provided details of their weekly expend-
able income and whether they were involved in hobbies
or sports activities out of school. Finally, questions also
addressed why they drank; specifically asking if they
drink alcohol because their friends do (i.e. peer pres-
sure) and/or because there is nothing else to do (i.e.
boredom).
The questionnaire was made available to secondary
schools across the North West for whom participation
was voluntary. Students were informed that participation
was voluntary and anonymous and that data were col-
lected solely for the purpose of aggregated analyses. All
aspects of the research methodology complied fully with
the Helsinki Declaration. The survey was established by
Local Authority Trading Standards in the North West
and was scrutinised and approved by the Trading Stan-
dards North West Executive committee and supported
by the cross-departmental Alcohol Forum at Govern-
ment Office North West. Formal ethical approval was
not requested in 2009 as this survey is an ongoing bien-
nial process established by Trading Standards in 2005
(in agreement with public sector partners) as an audit of
their role in preventing alcohol sales to minors [20].
School staff delivered questionnaires to students in years
10 and 11 (i.e. ages 14 to 17 years) within normal school
hours [21]. Previous North West surveys of youth alco-
hol consumption in this series [20,21] provided appro-
priate sample sizes (target 10,000). Sampling was
completed after a total of 133 public and private schools
(21% of North West total of 620) across 21 local author-
ity areas had participated, providing 13,903 completed
questionnaires. For comparability with other major sur-
veys of youth drinking (e.g. European School Survey
Project on Alcohol and other Drugs, ESPAD [14]), the
sample was then restricted to those aged 15 or 16 for
analysis (n = 11,879). Response rates were not recorded
in each class as the sample was not intended to be
representative but opportunistic for both students and
classroom participation. Analyses focus on relationships
between variables recorded by individual participants
and across ecological categories of deprivation.
In order to calculate level of deprivation, postcode of
residence was mapped to a Lower Super Output Area
(LSOA), small geographical areas with an average popu-
lation of approximately 1,500 [22]. All LSOAs in Eng-
land have an Index of Multiple Deprivation value, where
a higher score indicates a higher level of deprivation.
Where individual postcode was unavailable (n = 3,166;
26.7%), based on a methodology validated elsewhere
[20,21,23], school postcode was used as a proxy. From
all variables collected, eight proxy measures were used
to assess whether respondents’ behaviour fell within the
CMO guidance (Table 1).
Analyses used chi square and backward conditional
logistic regression (CLR) in SPSS v17 with stratification
by local authority of school included in CLR analyses to
identify and control for sub population effects. The final
sample represents 6.5% of all of 15-16 year olds in the
North West region and response rates for individual
questions are identified in Table 2.
Results
Overall, 82.3% of participants reported that they con-
sumed alcohol. The vast majority of respondents were
already drinking at age 15 (81.3%) with higher levels in
females and those from more affluent areas (Tables 2
&3). Individuals with higher personal income and those
involved in a hobby/sport were also more likely to drink
(Tables 2 &3).
Amongst those who drank alcohol, the most common
method by which respondents’ typical consumption fell
outside the guidelines was through unsupervised inside
consumption (57.4%; females, 61.3%; males, 53.0%), clo-
sely followed by heavy drinking (54.7%; females, 54.4%;
males, 55.0%; Table 2). Female drinkers were more likely
to report unsupervised inside consumption, as were
those from the most affluent areas. The likelihood of
unsupervised consumption inside was higher in those
with an expendable weekly income over £10 with similar
relationships seen for both drinking unsupervised outside
and proxy purchase (Table 3). Increases in personal
income were also associated with greater odds of self-
purchase of alcohol and greater risks of frequent drinking
and heavy drinking. Increasing age was associated with
lower levels of proxy purchase but greater levels of unsu-
pervised drinking inside, self-purchase, heavy and fre-
quent drinking. Whilst females were more likely to take
alcohol from parents without permission, they were less
likely to proxy purchase, drink unsupervised outside,
drink frequently or heavily (Table 3). Those living in the
most affluent areas were more likely to take alcohol from
parents without their consent and those in most deprived
areas were at increased risk of proxy purchasing and
frequent drinking. Involvement in a hobby/sport was pro-
tective against heavy and frequent drinking but for unsu-
pervised drinking was only significantly associated with
lower levels of outside drinking (Table 3).
Overall 49.6% of drinkers reported parental alcohol
provision and this was especially associated with lower
proportions of outside drinking, self and proxy purchase
as well as less heavy and frequent drinking. Drinking
due to peer pressure was significantly associated with
higher unsupervised drinking inside and outside, and
with taking alcohol from parents without permission.
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drinking were less likely to drink frequently once con-
founding factors had been accounted for (Table 3).
Boredom was associated with all categories of unsuper-
vised drinking, and both frequent and heavy drinking
(Table 3). Drinkers identifying any measure of unsuper-
vised consumption or heavy or frequent drinking were
s i g n i f i c a n t l ym o r el i k e l yt or eport alcohol related vio-
lence, regretted sex or forgetting things after drinking
(Table 2). Frequent and heavy drinking behaviours were
strongly associated with each other (Table 4). Further,
those reporting any measure of unsupervised consump-
tion were also more likely to drink frequently and to
drink heavily. However drinkers reporting parental pro-
vision of alcohol were less likely to report both forms of
excess drinking behaviours (Table 4).
Discussion
As with all cross-sectional and self-reporting surveys,
there are limitations both to inference and extrapolation
from results. Our measures of behaviours and negative
outcomes relied on the honesty and accurate recollec-
tion of respondents. Further, sampling did not include
individuals who were excluded from or had otherwise
left school-based education, and deprivation was calcu-
lated on an ecological, not individual, basis. Adverse
effects of alcohol were limited to three measures. These
did not include correlates with prevalence of injury (e.g.
hospital attendance or other potential consequences) or
with wellbeing (e.g. effects on education, relationships).
No quantitative measures of compliance could be
collected from schools. Therefore, it was not possible to
assess the extent to which selection bias may have
affected the final sample. Further, results could not
identify how specific findings are to the North West of
England. Consequently, generalising results directly to
wider populations should not be undertaken and any
inferences on such groups should consider the variations
in results associated with different demographic traits
(see Table 3). Further, exploring a number of measures
as proxies for the CMO guidance increases risks of
Type I errors [24]. However, independent variables were
limited to key demographics and factors previously iden-
tified as related to alcohol consumption [14,21]. Conse-
quently, despite limitations, analyses presented here
provide timely intelligence on potential cultural blocks
to the implementation of the CMO guidance [4]
through the provision of baseline data on young people’s
drinking behaviours eight months prior to the beginning
of the guidance being implemented. Such data identify
those risk and protective factors that can respectively be
reduced and enhanced, and the possible public health
benefits associated with successful implementation of
the guidance.
Consistent with national surveys, alcohol consumption
is a cultural norm across all deprivation strata by age 15
years [4] with higher levels in the most affluent groups
(Tables 2). Changing such well-established norms will
require prolonged interventions, targeted at those most
at risk. Such public health interventions should ensure
t h ee f f e c t i v ep r o v i s i o no fi n f o r m a t i o no nt h ep o t e n t i a l
benefits of abstinence or of complying with guidance on
safer levels of consumption. Importantly for such inter-
ventions, our measures of compliance support its associa-
tion with lower levels of acute alcohol related harms to
young people (violence, regretted sex and recall issues;
Table 2). For instance (amongst drinkers), 45.8% of those
who have experienced alcohol related violence are fre-
quent drinkers, compared with only 14.6% of those who
have not experienced violence. However, social market-
ing campaigns that have now begun to use the English
guidance (e.g. Why Let Drink Decide?[25,26]) face two
major social norms issues. Firstly, drinking heavily is well
established in children (Table 2). Whether this is with or
without parental knowledge could not be identified here.
Although parental supervision of such drinking may miti-
gate the risks of immediate harms (e.g. regretted sex and
violence [20]), the risks to brain development are likely
to remain unaltered [6]. The second norm amongst chil-
dren is that unsupervised drinking within the home is
routine, with such drinking at higher levels in the most
affluent groups. This does not mean that it occurs
Table 1 Proxy survey measures relating to guidance on alcohol consumption by children
CMO Guidance Proxy measure assessed Short description
Drink at all Ever drink alcohol Drink
Unsupervised drinking or drinking without parental guidance Drink at home or at friend’s home when parents are out
$ Unsupervised inside
Drink outside in shops, parks and streets
$ Unsupervised outside
Buy own alcohol Self-purchase
Take alcohol from parents without permission Take from parents
Ask adults outside shops to buy them alcohol Proxy purchase
Excessive drinking Reported drinking frequency >1 session/week Frequent drinking
≥5 drinks/session (bingeing) ≥1 per month Heavy drinking
$Questions asked where individuals mostly drink. Respondents could tick multiple answers.
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All Drinkers only
Unsupervised consumption and access Excess drinking
n % drink
alcohol
n % drink
unsupervised
inside
% drink
unsupervised
outside
% self-
purchase
% take from
parents
% proxy
purchase
% drink
frequently
§
% drink
heavily
§
Age
15 5955 81.3 4834 55.4 30.1 21.0 8.7 12.6 20.8 51.0
16 5924 83.3 4932 59.3 29.5 29.9 8.3 11.2 23.9 58.4
P 0.004 <0.001 0.481 <0.001 0.460 0.026 <0.001 <0.001
Sex
Female 5959 85.9 5118 61.3 28.6 25.8 9.1 10.5 20.2 54.4
Male 5920 78.7 4648 53.0 31.1 25.2 7.9 13.5 24.8 55.0
P <0.001 <0.001 0.007 0.523 0.033 <0.001 <0.001 0.549
Deprivation
(IMD^ Score)
<=1 0
(affluent)
2686 86.6 2323 60.9 28.6 23.6 10.8 9.2 21.9 53.7
>10-20 2731 85.5 2331 57.5 28.7 25.2 8.0 10.2 20.2 51.9
>20-30 1608 82.7 1330 57.8 29.6 24.0 8.5 11.5 22.6 53.4
>30-40 1404 80.7 1131 54.8 29.9 28.5 5.7 12.7 20.9 56.7
>40 (poor) 3213 78.2 2510 54.8 31.8 27.3 8.2 15.2 25.3 57.8
P <0.001 <0.001 0.113 0.005 <0.001 <0.001 <0.001 <0.001
Expendable
income
< = £10 5722 77.5 4400 51.3 26.4 18.1 7.9 10.6 17.5 46.4
£11-20 2864 83.9 2392 61.8 31.3 24.1 8.5 12.3 22.7 56.8
£21-30 1359 87.3 1180 61.4 30.7 33.3 9.2 12.3 26.0 61.3
>£30 1927 90.7 1741 63.9 35.7 40.4 9.5 14.2 31.6 68.2
P <0.001 <0.001 <0.001 <0.001 0.160 <0.001 <0.001 <0.001
Hobby/Sport
No 3316 81.1 3314 58.5 34.4 26.0 8.0 13.5 25.1 59.8
Yes 6287 82.9 6277 56.8 27.1 25.2 8.7 10.9 20.9 51.8
P 0.014 0.118 <0.001 0.389 0.235 <0.001 <0.001 <0.001
Parents
provide
No 4805 59.4 40.1 32.7 8.3 17.7 26.1 63.3
Yes 4734 56.3 19.8 18.2 8.7 6.0 19.0 47.1
P 0.002 <0.001 <0.001 0.436 <0.001 <0.001 <0.001
Drinking
Pressures
Peer pressure
No
7189 54.6 27.1 24.9 7.6 10.4 22.0 53.1
Peer pressure
Yes
2358 66.6 38.0 27.5 11.3 15.7 23.5 59.9
P <0.001 <0.001 0.011 <0.001 <0.001 0.136 <0.001
Boredom No 7167 55.5 21.7 23.1 7.1 7.6 17.7 48.1
Boredom Yes 2352 64.4 54.6 32.9 13.0 24.06 36.9 75.2
P <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001
Alcohol related
harm
Violence No 6940 54.4 21.8 19.3 7.5 7.9 14.6 45.9
Violence Yes 2375 66.9 53.1 44.0 11.2 23.2 45.8 80.9
P <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001
Regretted sex
No
8229 56.0 27.3 23.0 8.0 10.5 19.6 51.3
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(Continued)
Regretted sex
Yes
988 69.0 48.9 46.4 12.6 21.5 45.1 81.2
P <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001
Forget things
No
5445 50.9 22.9 21.6 6.5 8.5 18.1 44.9
Forget things
Yes
3995 67.4 39.6 30.9 11.3 16.2 28.5 69.0
P <0.001 <0.001 <0.001 <0.001 <0.001 <0.001 <0.001
§ drinking frequently = >1 session/week; drinking heavily = drink ≥5 drinks/session ≥1 per month; ^IMD = Index of multiple deprivation.
Table 3 Conditional logistic regression analyses predicting drinking, accessing alcohol without supervision and
engaging in risky drinking practices
All Drinkers only
Unsupervised consumption and access Excess drinking
Drink alcohol Unsupervised
inside
drinking
Outside
drinking
(streets,
parks, shops)
Self-
purchase
Take from
parents
Proxy
purchase
Frequent
drinking
§
Heavy
drinking
§
n (% yes) 11,879
(82.3%)
9,720 (57.4%) 9,720 (29.8%) 9,549 (25.5%) 9,549 (8.5%) 9,549 (11.9%) 9,766 (22.4%) 9,664 (54.7%)
AOR (95%CI) AOR (95%CI) AOR (95%CI) AOR (95%CI) AOR (95%CI) AOR (95%CI) AOR (95%CI) AOR (95%CI)
Age 15 Ref* Ref* ns Ref*** ns Ref* Ref* Ref***
16 1.13(1.02-1.25) 1.11(1.01-1.21) 1.51(1.37-1.67) 0.83(0.73-0.96) 1.12(1.01-1.24) 1.29 (1.18-
1.41)
Sex Female Ref*** Ref*** Ref*** ns Ref** Ref*** Ref*** Ref*
Male 0.55(0.49-0.61) 0.69(0.63-0.75) 1.23(1.11-1.36) 0.80(0.68-0.93) 1.36(1.18-1.56) 1.43(1.28-1.59) 1.11(1.02-1.22)
Deprivation
IMD^ score
<=1 0
(affluent)
Ref*** Ref** ns ns Ref** Ref**
Ref** ns
>10-20 0.92(0.78-1.08) 0.88(0.78-1.00) 0.79(0.64-0.98) 1.04(0.84-1.30) 0.93(0.79-1.08)
>20-30 0.73(0.61-0.88) 0.89(0.76-1.04) 0.87(0.674-
1.12)
1.13(0.88-1.45) 1.05(0.87-1.25)
>30-40 0.65(0.54-0.78) 0.75(0.63-0.88) 0.53(0.39-0.73) 1.28(0.99-1.66) 0.90(0.74-1.09)
>40
(poor)
0.57(0.48-0.66) 0.81(0.71-0.92) 0.87(0.70-1.09) 1.50(1.18-1.81) 1.20(1.03-1.41)
Expendable
income
> = £10 Ref*** Ref*** Ref*** Ref*** ns Ref*
Ref*** Ref***
£11-20 1.53(1.36-1.73) 1.50(1.34-1.67) 1.28(1.13-1.45) 1.45(1.27-1.65) 1.14(0.96-1.36) 1.32(1.16-1.50) 1.49(1.34-1.67)
£21-30 2.04(1.70-2.44) 1.45(1.27-1.67) 1.23(1.05-1.44) 2.34(2.01-2.73) 1.17(0.94-1.46) 1.63(1.39-1.92) 1.82(1.58-2.10)
>£30 2.94(2.47-3.49) 1.63(1.45-1.85) 1.55(1.36-1.77) 3.07(2.69-3.50) 1.35(1.13-1.63) 2.05(1.78-2.35) 2.43(2.14-2.76)
Hobby No Ref** ns Ref *** ns ns ns Ref*** Ref***
/Sport Yes 1.17(1.05-1.30) 0.78(0.70-0.86) 0.77(0.68-0.86) 0.76(0.69-0.84)
Parents No Ref* Ref*** Ref*** ns Ref*** Ref*** Ref***
Provide Yes 0.91(0.83-0.99) 0.44(0.39-0.48) 0.48(0.44-0.53) 0.37(0.31-0.43) 0.79(0.71-0.88) 0.59(0.54-0.65)
Peer No Ref*** Ref** ns Ref** ns Ref** ns
Pressure Yes 1.57(1.41-1.74) 1.20(1.05-1.32) 1.25(1.06-1.47) 0.81(0.72-0.92)
Boredom No Ref*** Ref*** Ref*** Ref*** Ref*** Ref*** Ref***
Yes 1.31(1.18-1.46) 3.72(3.34-4.15) 1.50(1.34-1.67) 1.94(1.65-2.27) 3.33(2.90-3.82) 2.68(2.39-3.00) 2.94(2.63-3.29)
Logistic regression techniques used a backwards conditional model. This method also controlled for local authority of school (n = 21). Local Authority AORs have
not been displayed due to space but were significant for all outcome measures.
§ drinking frequently = >1 session/week; drinking heavily = drink ≥5 drinks/
session ≥1 per month. ^IMD = Index of multiple deprivation. AOR = Adjusted Odds Ratio. Ref = Reference category. 95% CI = 95% confidence intervals. ns = Not
significant. Reported P values are * <0.05 ** <0.01 *** <0.001. Comparator groups for dependent variables in unsupervised consumption and access are,
respectively, drinkers who do not: typically drink unsupervised inside; typically drink outside (in streets, parks and shops); buy their own alcohol; take alcohol
from their parents without permission or; proxy purchase. For frequent drinking the reference group is drinkers who do not drink >1 session/week and for heavy
drinking, drinkers who do not drink ≥5 drinks/session ≥1 per month.
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was drinking without parents in the home (Table 1).
However, parental opportunities to monitor and poten-
tially reduce heavy consumption will be limited while
unsupervised consumption is common. In fact, of drin-
kers who identified that they drink at their own or a
friend’s home when parents are not there, around two
thirds also drank heavily (Table 4). With a parental pre-
sence related to lower drinking levels in children, public
health interventions may wish to adopt a social market-
ing approach targeting parents who allow children to
drink when they are not at home and exploiting links
with regretted sex, violence and memory lapses.
Relative alcohol affordability is also an important factor
in promoting unsupervised, heavy and frequent alcohol
use. While we did not measure the price of alcohol, those
with a greater expendable income were more likely to
buy their own alcohol and consume it at rates and in
quantities outside of the guidance (Table 3), behaviours
which are also associated with greater levels of alcohol
related harms (Table 2). Although parental efforts to bet-
ter understand expenditure by children or to reduce their
personal income may help improve compliance with gui-
dance, a minimum price per unit of alcohol would reduce
access to the most affordable alcohol products they pur-
chase and should be a public health priority [20,27].
Peer pressure is typically identified as an explanation
for young people’s drinking behaviours [28]. While we
found drinking for such reasons positively associated
with unsupervised drinking (both inside and outside)
and taking alcohol from parents without permission, it
was negatively associated with drinking frequently.
While this needs further examination, it is consistent
with heavier drinkers being group leaders in drinking
behaviours rather than followers [29]. In general, how-
ever, boredom had a much stronger relationship with
heavier, frequent and unsupervised drinking than peer
pressure (Table 2 &3). With alcohol often available for
under 15 pence per unit [20,30] for many young people
drinking represents a cheap way of passing time with
other forms of entertainment all too often geographi-
cally or financially inaccessible.
Conclusions
Here, analyses of whether individuals’ consumption of
alcohol was within the CMO guidance and how beha-
viour falling outside of the guidance relates to suffering
alcohol related harms were specific to the North West
of England. The North West suffers some of the highest
levels of alcohol problems in England [19], and the UK
has some of the worst levels of alcohol misuse by youths
in Europe [14]. However, internationally, misuse of alco-
hol by youths is already a major public health issue [31].
While many countries have adopted guidelines for adult
drinking, very few have considered them for those
under their legal age for purchasing alcohol. Our study
suggests that in the absence of any guidance, unsuper-
vised and heavy drinking have developed as social
norms at least in parts of England. While the impact
that guidance can have to reverse such norms and asso-
ciated harms is currently poorly studied, national pro-
grammes to promote the CMO guidance across
England, in combination with future iterations of this
survey, should provide important longitudinal informa-
tion on the effectiveness of the guidance.
In this cross-sectional study, likelihood of experiencing
acute alcohol related harms was significantly lower in
those 15-16 year olds surveyed who drank within the
guidance than in those who drank heavily, frequently or
who reported behaviours consistent with unsupervised
or unguided drinking. With so many children reporting
unsupervised and heavy drinking, long-term social mar-
keting campaigns, educational interventions and parental
support will be required to encourage better compliance
with these aspects of the guidance. However, policy
measures that establish a minimum unit price for alco-
hol and invest in alternatives to drinking that are attrac-
tive to young people could increase their chances of
success and consequently help avoid much of the acute
and long-term harm that alcohol already causes
children.
Table 4 Proportion of youths drinking outside of
national consumption guidance by reported
consumption and access behaviours
Excess drinking (%)
Consumption and access Frequent
drinking
Heavy
drinking
Unsupervised inside drinking Yes 26.2 65.7
No 17.2 <0.001 40.1 <0.001
Outside drinking (streets, parks, shops) Yes 16.1 77.8
No 37.3 <0.001 45.1 <0.001
Parents provide Yes 19.0 47.1
No 26.1 <0.001 63.3 <0.001
Take from parents Yes 31.7 70.6
No 21.7 <0.001 53.8 <0.001
Proxy purchase Yes 38.8 78.0
No 20.4 <0.001 52.2 <0.001
Self-purchase Yes 39.9 80.1
No 16.6 <0.001 46.8 <0.001
Frequent drinking Yes 90.1
No 44.6 <0.001
Heavy drinking Yes 36.8
No 4.9 <0.001
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